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PRACTICE PROFILE 



[Preparedty 



" jap " 



Referral Potential 


Attitude 


Q1 Q2 Q3 Q4 




1 i 1 



Tet (Switch) 




Fax: 




Websrtfi 





o 



Key Personnel 




Title 


First name 




Last Name 


Position Trtte 































































Types and Votumes gf Rabents 


Sennces Reqtdre4 


SpeciaJ Needs 
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Msfkstln^ Process 


Agreed ActentWtfhat} 


Who? 


When? 



















































Tiairang Ptocess 


Agreed Action (What) 


Who? 


When? 



















































Apreed Action (What) Who? When? 
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TITlrE: 



TUBE FEEDING MANAGEMENT PROTOCOL 



PURPOSE: To outline the nursing management of patients receiving continuous. 

intermit tent, or cyclic enteral tube feedings via nasogastric, 
gastrostomy, duodenostomy, or jejunostomy tube. 

LEVEL OF PERSONNEL: RN LPN 

PURPOSE: Tube feedings are employed to meet nutritional needs including 

hydration requirements when nonnal oral intake is altered or 
contraindicated. Hie potential for tube displacement puts these patients 
at risk for aspiration pneomonuy or peritooitis. 
MD ORDER 1. Vahdate that tube feeding order states fbnnula, volume, strengdi, rate, 

time span, and method of delivery (i.e. continuous, cyclic, bolus or 
gravity dr^). 

2. Measure, at time of feeding tube insertion, &e length of visible 
tube and record on NPR. 
ASSESSMENT 4. Assess for tube placement q S hours and before each intermittent 
feeding or medicaflon admimstratiQii, usin^ at least two of the 
following measures: 

a- measure and compare length of visible tube to initial 
measurement 

b, aspirate gastric or small bowel contents (5-lOmI, 
observe for appropriate color and consistency) 

C. iiKtifl 10 Bd«^air into tube whibanscnlfatinfe stomach 
(gastric only) 

Assess gastrostomyi^ejunostoniy ^te q 24 hours for: 

a. leakage of formula around tube 

b. signs of infection (redness, induradoo, purulent 



7. 



a. 
b. 
c. 



a. 
b. 



patiraf s fluid balance q 24 hours: 
compare I/O, note fluid imbalances 

monitor weight changes 

monitor lab values (electrolytes, BUN, Cr.) 
general abdominal/digestive status q 8 shift: 

assess bowel sounds 

obsCTve for signs^symptoms of feeding intolerance: 
r^eated nauseBAromiling, cramping, dianhea or 
gastric re^doal >100ml/l hour. 



8. 
9. 

REPORTABLE 10. 
CONDITIONS 



11. 
12. 

13. 



a. 
b. 

6 
d 

£ 



Weigh patient q AM. unless otherwise ordered. 
Maintain l&O q S hours. 



promptly to MD: 

suspected displacement of feeding tube 

suspected aspiration, ie. SOB, elevated temperature 

obstruction of fisediqg tube 

abdominal distraition, nausea/vomiting, cramping, diatihea, 
constipation 

fluid-electrolytc imbalance 
gastric residual >120 ml for 2 hours for adults, 
0-3 month >30, 3-12 months >45, 14yi+> 60, 
if on boIus> 1/3 of previous feed. 

suspected formula leakage around gastrostcmy or 
jejunostoiny 
temperature >101*F. 



AHn^iwigter all foimulas at room tea^erature. 

Elevate HOB 45 degrees daring feeding and for 1 hour fi>llowing 

bofus or gravity fted. 

Fhish tube wilfa 5ml finpedi, 10 ml for adult ofwann water when 
feedii^ is intetriqjted, stopped, or after each inte^ 



14 



15. 
16.. 



17. 



INFECTION 18. 



Fhi^ tubeq 4 hours wtOi Sml of waim water if feeding is 
continnous. 

Stop gastric tube feeding it patient is placed flat or in Trendelenbetg. 
Measmy gastrostomy residual q 4 hours or before every intermittieat 



19. 



if residual is> 100 ml, HOLD feeding for 1 hour. 
Recfaeck residual, if still > than lOD ml, HOLD and notify 
MD. 

Reinstfll aspirate, 



Hold feeding for 1 hour if patient is Tn»Tgi^iyi. vofxuling, or 
abdominal distention is ja-esent; if symptoms do not improve, notify 

Only hang a 4 hour suj^Iy of ibnnula, do not leave opwionnnla 

containers at room ten^)eiature for more thao 1 hour, 
r^ftffgli formula ba^/tubing q 48 1 



TITLE : YEatOTTO^Crmffi 
U:VEL OF PERSONNEL t RN,LPN, 
DESIGNATED CLINICAL AREA; All 
PURPOSE ; Toobtaittioatinebloodsainples. 

APPLICABLE VQJACY STATEMEmS i 

Ixufividuals imtst sucoessfiiBy 

Ajpl^ciaii's ccder mast be obtained fi>r each test 

1. Use ofsile in afitecidntalfbssa is prefer Ifavemi$noteaasiIy 
identiSed, sites i&llie lower aim or band my be 

2. Blood samples should not be drawn fix)m an annwth a conlini^ For patients who 
shonid not have venipuncture performed in one aim, notify KNT caiing for patient, if afi)Ucable. IV 
infusion should be tuniedosff in Older to be able to draw ti^^ >^ 

EOtJIPMENT: 

Veuoject {mscf si^tetitate a ^3 gauge bntfecQy nee^e and ii^iii^) 

Appropriate specimen tube widi labels 

Alcohol swabs 

Ga\ize sponge 

Tomniquet 

Disposable gloves 

Plastic bags &ir ^)edmetttnmspott 

.appropriate lab requisitions 

NURSING ACTIONS ; SPECIAL CONSIDERATIONS; 

1- Identify the patient 

2. Position patient's arm. 

3. Select site venipuncture. (Figure 1) 

4. Ap^tonnniqiiet proximal to chosen site. 4. Vein shouldbedistinct'easily -visible 



If vein is not proiimient- 

a. Have patient open and close hand, 
making a fist, no more than 2 times. 

b. Lightly tap vein site. 

a Take tommquet o£^ then place extremity 
in a dependent position for a few mirartes. 

d If necessary, apply moist heat for a few 



. e. Re^lytouzniqueL 

5. Cleanse site and surrounding area with alcohol. 
Repeatif skin is unusually soiled Using second 
clean alcohol sponge, wipe the site once with a 
downward stroke. 

6. Pint on gloves. 

7. Stabilize the extien% and nstngthunO), hold 
skin taut below prepped area just (fistal to 
intended puncture site. 

At a 1 5 degcee an^e^ tnseit the needle, bevel 
ap^tbroughthe iddnparaUdtovan. 



and/or palpable. Tourniquet should be ti^t 
enon^ to obstruct venous flow, but, not 
arterial flow (radial piilse should be 
palpable). 



a. Opening and closing the fist more than 2 
may increase lactic acid 



c. Promotes venous distention. 

d Use wash cloth ntoistened.with warm 
lap water. 



Allow to air dry completely to prevent 
burning at site and prevent hemoly^s. 
AloMl mixing with blood causes 
hemolysis. 



8. Parallel approach decreases rolling of 



NURSING ACTIONS; 



SEEOAL CONSEPERHONS; 



9. Butterfly needle : 

Wi&dzaw desired amount of blood 
and then release toamiqaet 



9. Release of tourniquet prior to 

temoval of needle prevents extravasation 
of blood into tissue or excessive bleeding 
firom puncture site^ 



Strai ght needle with vacutainen 
Remove tube immediately after ilUiag 
And itisert next tobe. 



Release of toumiqaet just before blood 
Dramngis complete aUows for a last 



**sutge** of blood into spedea tubes. 



However, if blood flow is sluggish, it is 
best to leave tourniquet in place until the 
desired amount of blood is obtained. 



lOa. Recommended order of filling multiple 
tubes: 



10a. The rule is to alawys collect blood in 
the tube containing antkoagulant last 



1) Blood Cuttoies 

2) Red top-no anticoag 

3) Blue top 
4> Purple top 

5) Gray top 

6) Q:eentop 

10b. Invert £be tubes gently abonit 10 times. 10b. Blood needs to be mixed with the 



TOhdrw desired amount of Uood 
(ie., last tube almost filled Then 
release toumiqiiet 

1 1 . When using the vscutazner> remove tube 
fi-om needle holder to relieve vacuum 
before xemoving needle firom vein. 

12. Place gauze ispoQge over pum^me site, 12. Benc&og the aim mi^ cause a 
remove needle and then apj^y pressure hematoma. 

over site until bleeding stops. Ask patient 
to keep aim straight 

13. Chedcvenipancture site before leaving 13. If hematoma develc^^jplyvvatai 
room. Moist Soaks witii wasli clodL 

14. If butterfly needle sad syringe is used, 
place blood in appropriate specimen tubes 
following above reconunended guidelines. 
Label tubes;, iriace in bags and send to lab 
wiHi f^pipropriate lequisitiQa. 



additive in the tube for it to Auction 
properiy. 



NtlRSING ACTIONS: SFECIAl^ CQyg lPEBAT ltQN S i 

1 4. If butterfly needle and syringe is used» 
place blood in appropriate specimen tubes 
following above recommended guidelines. 
Label tubes, place in bags and send to lab 
with appropriate requisition. 

BrunnerandSuddarth(19S8). Te^nn^ pf Medic^^Surgi cal Nursing. (6th Edition). Philadelphia, 
PA: J3. lipplncott, p. 668. 

College ofAmerican Pathologists (1996). So YouVe Go^ng to Collect a Blood Spectm^, Ajt 
Introdi^ctioq to Phlebotomy . College of American Pathologists, Illinois. 

Logston, Boggs» R., Woodridge-King, M. (1993). AACN Procedure Manual ForCririeal ria|ie. . 
Pluladeli^ PA: W. B. Sao&ders Ccnhpany. 

Milliam, Doris, A. (19&7), Venous Blood Samples - Sharpen Yonr Drawing Ski&s. Nursing 87, 
December, p. 56-61. 

Nursing Procedures, second edition, (1996). Sprintghouse. Springhouse, PA 

EXPERT R3ESQURCES; PRACTTCE ^RKAt 

MaiyLizBilodeau,RNC,MS,CCKN Departm^t of Nursing 
Critical Care CNS 

MarthaMartii^ FN, MS^ Department ofNjirsing 
Staff Specialist 

JiU Pedro, RN, MSN, ONC Department of Nursing 
CUnical Nurse Specialist 



Approved: Council on Practice 
Revised: Coundl on Practice^ 




HBIIBILl- MajorVelMtatlpperEjrtremity 



Name: 


First 


irftals 


Last 


NO. 




ralh day 




ttme 






Outward trip 


l;l 1 II: 


am/pm 


Ser^ce Required: | 


From 




To 




Address 






Address 




State 


lap code 




Slate 


|z)poode 




mO) day 


yr «n» 






Return trip 
From 


1 1 1 M : 


am/pm i 


iservioe Required: | 




To 




Address 






Address 




State 


[opcode 




State 


lap code 



Notes on Required Nursing Services 



Patient Information 
Address: 



Payment Guarantor information 
|i%st 



CHy: 



emaui address: 
Payment 



Agreed fee for 
al 



] Work:[[ 



zipiL 

FajcF 



] Worte|[| 



Cash 




Chtecic 




Invoice Company 




Ottier 





Credit Card Type 




Amex) 


1 


Visa! 


Card Numi^er 




Issuer 


Exp. Datel 


Caidliokler name shown on card 



m 



To receive a free and confidential quotation wrthout obligation, piease give the following information: 



Name: 



day 



Arrival date: 



Departure date: 



day 



Type of accommodation 
single room 
twin-bedded double 
femily room 
junior suite 
parlor suite 
Apprcodmate nightly budget 
per room (^(eluding meals) 
$150 - $200 
$200 - $250 
$250 - $300 
$300 - $400 
$400+ 



Address: 
City: 



Phone - Home: L 
email address: I 



1 



ntactTelephMieNo: 



EZ] 



Total number In party: 
adults: 
children: 

Total rooms required: 



CZZl 



How will you travel 
to Boston? 

Air 
Rail 

Car 



please state any particular requirements: 

{ special meals, adapted bathrooms, wheelchair access etc.) 



Near to any particular hospital? (if so please indicate which) 



State: ^ 
Work. L 



] Fax; [ 



DATE: / / REFERRED BY: 

(name) 

(Phone) 

(Dept.) 

(Email) '_ 

PATIENT NAME: 

^ ADDRESS: 

m PHONE: FAX: CELL: 

M 

DOB: 

ro DIAGNOSIS/PROCEDURE: 



tfl BRIEF MH/ALLERGIES: 



ESTIMATED LENGTH OF STAY / TREATMENT: days 

REFERRING HOSPITAL . , 

FLOOR UNIT ROOM NUMBER: 

SURGEON: ^PHONE: FAX:. 

SERVICES TO BE PROVIDED: 

DATES/HOURS OF SERVICES: 



Please check here to confirm that Page One/Two has been faxed 



DATE: 



REFERRED BY: 



PATIENT NAME:_ 



DOB: 



(Name)_ 
(Phone) 
(Dept.). 
(EmailL 



ADDRESS: 



PHONE: 



FAX: 



CELL: 



DIAGNOSIS/PROCEDURE:, 
BRIEF PMH/ALLERGIES:_ 



ESTIMATED LENGTH OF OUTPATIENT TREATMENT: 

REFERRING HOSPITAL FLOO R ROOM NUMBER:_ 

SURGEON/PHYSICIAN PHONE: i FAX: 

SERVICES 

REQUESTED: 



days/weeks/months 



START DATES/HOURS OF SERVICES: 

Please check here to confirm that Page One/Two has been faxed 




Payment Guaranteed By: 

Full Name: (Relationship to Patient). 



Address - Tel.No: 

City ^ State Zip Email 

METHOD OF PAYIV1ENT: 

CREDIT CARD DETAILS: ^ 

EXACT NAME ON CARD ^EXPIRATION DATE 



Prescriptions to be filled/delivered YES (Please attach scripts) ^NO 

Medical supplies needed: 



Medical/Adaptive equipment needed: . 



HOTEL 

□ Hotel preferences or price range: 

Q Number of Rooms: 

□ Number of Occupants; 

□ Arrival date/time: (please note: most hotels have a 1p check in policy) 

□ Anticipated Date of Departure: 

Room Preferences 

BEDSIZE: SMOKING/NON: ^STANDARD/SUITE: 



OTHER:. 



TRANSPORTATION: 

Q Nurse escort via car/airplane 

□ Wheelchair accessible van 

□ Ambulance 
Q Limousine 

o Pick up date, time, location:. 



AESTHETIC SERVICES: 

o Massage: 

□ Facial: 



Q Manicure:. 



□ Pedicure:. 



□ Makeup application: 

□ Hair Services (Cut/wash/perm/set):. 
SPECIAL REQUESTS: 



Patient Naqte^ 
DOB 



PHYSIQAN ORDERS 



m 

"a 



□ New Admission Orders 

□ Change in Plan of Care 



^Monthly Renewal O Telephone Order Verification 

□ Change in Patient Status 



DAT^ 
TIME 


MEDICATIONS / 


TREATMENTS 










































7^ 




.Mi? ^> y 

































































RN/Cliniciaii's Signature. 



Physician Nan\e_ 



aty. State, Zip_ 



Physician's Signature^ 
Reply: 



. Address^ 



Date„ 



01 



MEDICATION RECORD 



ALLERGIES 



Patient 



D/c 



RED 



MEDICATION 



DATE 



DATE 



DATE 



DATE 



DATE 



DATE 



DATE 





SIGNATURE 


INIT 


SIGNATURE 


1 INTT 









































PATIENT BSTAKE FORM 

_ DOB:. 

PATIENT NAME:,. 

GUARDIAN NAME (IF CHH-D): ^ ■ 

PRIMARY PHYSICIAN: — '■ • 

DIAGNOSIS:___ ^ ■ — " — ; 

ALLERGIES:__: — — " 

CURBENT AiaDKESS: '-^ — ^ 

UX:^PHCSNE«/CELLTJLAR/PA<3ER: -J 

KEUGION:^ — ^ " 

COUNRTY OF ORIGIN:_ 

PERMANENT MAIUNG ADDRESS: ^ 



PRIMARY LANGUAGE:_ 
^JETHOD OF PAYMENT:. 



SOURCE OF REFERRAL: 

NAME AND # OF PERSON CALUNG IN CASE:. 



DATE OF ADMISSION: 

START DATE OF SERVICES: 



DATE OF DISCHARGE:. 



iJoCTORS ORDERS:. 



AtmCIPATED LENGriHpF TREAIMENT:_ 
ADDITIONAL THERAPIES: 

□ OCCUPAnONAL THERAPY: 

□ PHYSICAL THERAPY _ 

□ SPEECH THERAPY: ! U 

O RESPIRATORY THERAPY:. ' ^ " 1 

□ INFUSION SERVICES:^ ! ] 

□ ESCORTING TO* AFloirCMENTS:_l£ 

□ SCHEDULE FOLLOW UP APPT:_ _ 

□ TRANSPCRTA'nON-. . i 

□ LIVING ACCOMODATIONS: [ — ! 

. a OTHER: 



DATEmME/SIGNATURE OF INTAKE WORKER:. 



PRIMARYNURSE ASSIGNED TO CASE:. 




a HOTEL: ^ARRIVAL: ^DEPARTURE:. 



ROOM PREFERENCES: 

BEDSIZE: ^SMOKING: ^STANDARD/SUITE:. 

OTHER PREFERENCES: 

□ TRANSPORTATfON: 

PICKUP DATE/TIME/LOCATION: 

□ MEALS: 



□ AESTHETIC SERVICES: 

Q MASAGE: 

□ FACIALS: 



□ MAINCURE: 



□ PEDICURE: 



□ MAKEUP APPLICATION:. 



□ OTHER:. 



COMMENTS:. 



□ STAFF ASSIGNED: 

□ HOTEL BOOKED: 

□ TRANSPORTATION CONFIRMED 

□ PATIENT NOTIFIED OF ALL DETAILS IN WRITING: 
a CONTACT MADE WITH SURGICAL TEAM: 

□ PATIENT INVOICED: 

□ FOLLOW UP LETTER SENT TO PATIENT: 

□ FOLLOW UP LETTER SENT TO PHYSICIAN: 



INTAKE & OUTPUT ^ 
Patient Name DOB 

Allergies:.^ ^ • 
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PHYSICAL THERAPY 
Initial Evaluation 



Date: 



GesUtioittl age 



PnaaiiyPT 



Oiicfcomplaist 



SUBJECTIVE 

PMH: 

Prior level of functioiuiig: 
Hxof presCTt illness: 



Sodalhx 



Precautions: 



Pain 



Medicatk)iK 



MUSCULOSKELtrfSLTSk^SMENl 

Joint magt of MiutiQii □WNL 

Motion Position 



Mod 



Right Left 



Arom 



Ri^t Left 



Muscle Strengfii DWNL 



Muscle 


podtioQ Qjyfa 






Left 







MnscleTone 



Sensory 



BEFtEX PROFILE 

Supine 



Prone 



Sitting 



Quadruped 



Standing/vertK»I Suspension 
Horizontal Suspension 



Ynme 



Supine 



Sitting 



a 
o 

01 



o 

ill 



Quadruped 



KneeliBg 



Half Kneeling 



Ambalation 



Stair CKmblng 



Ball Skills 



Static 



Dynamic 



Sitting 



FINE MOTOR ASSESSMEl w 
Focus^iial Traddng 



Approach 



Grasp 



Maidpnlatiffli 



Release 



TransferriBg 



Bilateral Activities 

ACTIVITIES OF DAILY LIVING 



Feeding 



Dressiiis 



Hygebte 



EQUIPMENT 



SUMMARY 



Problems: 



O 



Plan of Care: 



Goals: 



Expected Vbits 



Signature. 
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PHYSICIAN MEMORANDUM 

Date: , 

Physician: ^Office/Fax- 

Patient- D OB: 

f I Patient Status Update ' ' Additionaf Service Request 

nj Orders HH Other 

Comments: 



R.N. /Clinicians Name Contact Number: 



Reply: 



Physician's Signature:. 



Date:. 



fll 

N 
9 



o 



CO 
UJ 



o 
3 



o 



1 

o 
o 



5 

0- 



o 

CO 
Q 



yl 



1 What language do you speak? — , — 



A. What is Aefcoqiital you arc being treated at?_ 
5. Who is your psimary dortor?_ 



i! Are ftiCTeo&er doctor's involved in your care/-_ 
7. Doyousmcke? Gno Uy^H«wmudi?_ 



S Doyouuse^J^^^d^^^ 
ib HeLlistaUmedicatioDsyoaarepres«tIytBkn.gbda 



□ Needs liealfliteadung 



□ Needs mcdteadung 



11. TV,^,WeaouAiDfonnationaboutyourmedications?Dao Dyes 



12. Doymhaveanyprobleoisv^feyou rbowels? Qno Q yes 3Please describe 

13. Do you Imve any problesBiswilh urinating? . — — — ^ 



14. Eto you have any problems wi& your 



intake of food? (eating, swallowing. 



Ono OyesPleasedescribe, 



15. Doyou foUowanyspedal diets? Uno U yes Please aescribe. 



16 boesyo^haveanyddnprobtens? (lashes. brmses, reaction, cw, oumps)? 
□ no Dyw Mease describe, . ' 



17. Are«iereanyIimitationstoyoaracti>dties? Qno Dyes Describe_ 



18. boyouneedass istancewifcanydaiiyactivit ies?UPO Dyes Describe, 
IP.D^^^veorneedanyspecialequipmeat? Uno iJycs Describe 



EUMINA'naN 



□Needs output r«®nien 
METABOUC 



□ Needs uutritianteadiing 
O Needs nutiitioD jnatenal 



ACTrvrry/EVERasK 

□ 3PT needed 
Q or needed 



20. Do you have any problems sleeping? □ no D yes Descnbe__ 



I 21. Do you 



have«oii^«i«gyf<»ryourdaiIyactiviti«s? Uno ayesDescribe 



SLEEP/REST 



22. DoyouhavcaayprobJemswIfaDmanay DvisioQ □ hearing? Describe 



oocwmvE/. 

PERCEPTUAL 



I 23. Doyoaimyquesd<mscFcaiM™abortyc*ursc«^ 

O no □ yes list : 



SEXUAUTY/ 
REPRODUCTIVE 



1 24. 



How are yoo coping wifli yoor liealth issues at the present tinie?_ 



25. Has yoiiratoessdiai«edyour life sigicufbfflfl^ Duo Dyw Deacribe_ 



26. Who are Hut important people to be involved in your care?_ 



27. Who diaU we contact in Ae event of any 



Tdepbaoc . 

28. Do you have a heallfa care proxy? Dno |_lyesname_ 



□ Proxy in diart ^ 

VALUE/BELJ^" 



I 29. Are fiwreatty religious practices fiiat we can sqjport? □ no Clyes 
Desoibe — 



1 30. Are there any needs metUcally and personally Aat we can assist you with? 
□ no Dyes lis t 



NURSING ISSUES TO BE ADDRESSED 



Infbnnation obtamed &aax_ 
Nurang Signature 



Date. 



